. The submu cosal mass is seen in the left oropharynx.
Deep-lobe parotid tumor presenting in the parapharyngeal space
A 31-year-old man presented with an oral mass that had become progressively larger over the previous several months. He denied any odynophagia, dysphagia, otalgia, weight loss , or respiratory distress. On intraoral examination, the patient was noted to have a left-sided submucosal mass that involved the left oropharynx (figure I) . On nasal endoscopy, submucosal fullne ss was seen in the left nasopharynx; on laryngoscopy, the left oropharyngeal fullness was seen extending to the hypopharynx. However, the true voca l folds were mobile bilaterally, and the airway remained patent. Magnetic resonance imaging (MRI) of the neck revealed a left-sided 6.S-cm paraph aryngeal space (PPS) mass (figure 2). No fat tissue plane was seen between the deep lobe of the left parotid gland and the mass. Radio graphically, this finding was consistent with the presence of a deep -lobe parotid tumor. tumor was removed without the need for mandibulotomy (figure 3, C). The patient tolerated the procedure well, and he recovered uneventfully. Findings on histologic evaluation were consi stent with a pleomorphic adenoma.
Tumor s of the PPS account for fewer than 1% of all head and neck neoplasm s. Of all PPS tumors, 70 to SO% are benign and 20 to 30% are malignant. Most PPS tumors are of salivary or neurogenic origin ; salivary gland neopla sms account for 50 % of all PPS lesion s, while neurogenic tumors account for 30%. Lymphoreticular lesion s make up 10 to 15% of all PPS lesion s, the most common being lymphom as and meta stases. I Neop lasms of salivary gland origin are located in the presty loid space. They may arise from the deep lobe of the parotid gland, from ectopic salivary rests , or from the minor salivary glands of the latera l pharyngeal wall. The most common prestyloid PPS lesion is pleomorphic adenom a. The risk of recun'ence for a pleomorphic adenoma is lower when it occurs in the PPS than when it occurs as a primary parotid tumor. Other benign salivary lesions may develop in the prestyloid PPS, as can malignant salivary lesions . Carcinoma ex pleomorphic adenoma and adenoid • Paragangliomas are benign, highly vascular neoplasms that arise from the paraganglia or extra-adrenal neural cres t tissue. In the poststyloid space, they are associated with the carotid body, the jugular bulb, or the vagus nerve.
• Neurofibromas are often multiple, and they may occur as a manifes tation of neurofibromatosis type I syndro me. In such pati ents, the incidence of malignant transformation to neurofibrosarcoma is increased.'
Mali gnant neurogenic lesions include malignant paragangliomas and neurofibrosarcomas.
Computed tomography (CT) or MRI can delin eate the size and location of a PPS mass, whether it be in the prestyloid or poststyloid space . These moda lities can also demonstrate whether a mass is in continuity with the deep lobe of the parotid gland. With regard to PPS tumo rs, these two imaging studies differ in that CT has the ability to detect bony invasion in malignant tumors, while MRI has the ability to provide greater soft-ti ssue reso lution and to ide ntify intracranial involvement. If increase d vascularity of a mass is seen on CT or MRI , angiography is warranted.
Biopsy of a PPS mass is usually not necessary; in fact, it may be dangerous prior to imagi ng because the degree of tumor vascularity and a tumor's proxim ity to major vesse ls is not known. Imaging studies alone can provide a presumptive diagnosis. Surgical resection is the treatment of choice.
